A 53-year old man with hypertension and hyperlipidaemia presented with non-ST-elevation myocardial infarction. Coronary angiography showed severe multivessel disease (see Supplementary material online, Video S1). The patient underwent urgent coronary artery bypass grafting with a left internal mammary artery (LIMA) to the left anterior descending (LAD) coronary artery and three reverse saphenous veins to the diagonal, obtuse marginal and posterior descending coronary branches. He was discharged at day 4 following an uneventful course. Over the following 6 months, he experienced angina with moderate exertion, which persisted despite antianginal medications (Isosorbide Mononitrate 90 mg daily). Myocardial perfusion stress imaging showed an anterior defect. Repeat angiography redemonstrated his severe coronary artery disease and an occluded vein graft to the obtuse marginal coronary branch (see Supplementary material online, Video S2). However, LIMA angiography revealed the presence of a large proximal thoracic branch with clear angiographic evidence of LAD steal ( Figure 1A and B, Supplementary material online, Video S2). After a heart team discussion, coil embolization of the thoracic branch was performed; the left radial artery was accessed with a 6-Fr Slender sheath (Terumo, Tokyo, Japan) and the LIMA was engaged with a LIMA guiding catheter (Medtronic, Minneapolis, MN, USA). The thoracic side branch was wired with a 0. 
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